African American adolescent boys underutilize mental health service due to stigma associated with depression. Gaining an increased understanding of how depressed, African American adolescent boys perceive their mental health needs and engage in help-seeking behaviors might play an essential role in efforts to improve their symptoms and access to care. Using a mixedmethods design, this study examined the influence of mental health stigma and social support on depressive symptoms among African American adolescent boys. Findings indicated the protective effects of social support in decreasing depressive symptoms, especially when participants experienced mental health stigma. Results also revealed the pivotal role of family social support over both professional and peer support for participants who struggled with depressive symptoms. The primacy of family support among the sample,
that adolescents experiencing mental problems typically talk about these problems with informal sources, such as friends and family, prior to and/or in lieu of seeking professional help (Offer, Howard, Schonert, & Ostrov, 1991; Saunders, Resnick, Hoberman, & Blum, 1994) . The underutilization of formal mental health services among African American youth with depression has spurred an interest in examining factors that underlie their symptoms and subsequent help-seeking behaviors (Lindsey et al., 2006) . For example, Scott, Munson, McMillen, and Snowden (2007) found that mental health problem identification and eventual help-seeking behaviors for African American adolescent boys may be compromised by gender-based notions of help seeking or masculine norms, that is, socialization reinforced by "macho messages" that suggest that males who show their emotions are weak. These help-seeking patterns are important to consider given that males account for more than 80% of suicide among African American adolescents (Joe, 2006) . Given these prior findings and the underutilization of mental health services among depressed African American adolescent boys, the purpose of this study was to examine the influence of mental health stigma and social support on depressive symptoms and subsequent help-seeking behaviors for this population.
Stigma and Depression
Much of what is known about mental health stigma among children and adolescents is based on adult studies of mental illness, relies on adults' perception of childhood stigma rather than children's own perceptions, and often does not include race-specific information (Pescosolido, 2007) . In a recent study, Perry, Pescosolido, Martin, McLeod, and Jensen (2007) found that adults perceived that children with depression may be more vulnerable to stigmatization than adults. Childhood depression was also viewed as more serious than adult depression, requiring immediate formal treatment (Perry et al., 2007) . In a study examining perceptions of mental health stigma among youth aged 8 to 18 years, Walker, Coleman, Lee, Squire, and Friesen (2008) found that depression and attention deficit hyperactivity disorder was more stigmatized than asthma, and depression elicited the most negative stigmatizing responses. That is, youth perceived that peers who were depressed were potentially dangerous, and these youth reported higher levels of social distance with depressed peers (Walker et al., 2008) .
Mental illness stigma is reflected in how young people describe their depressive symptoms and gender appears to play an important role. When presented an opportunity to describe their depressive symptoms, Moses (2009a) found that ethnic minority youth, in particular, will not "self-label" or conceptualize their problems in pathological terms. In fact, males may be particularly sensitive to stigma associated with depression and mental health service treatment. Chandra and Minkovitz (2006) found that boys experienced more stigmas concerning mental illness and service use than girls. Results from this investigation also suggest that boys preferred to address their mental health struggles with their family.
What remains unclear, however, is the nature of the direct influence of mental health stigma on depressive symptoms among adolescents, particularly among African American adolescent boys. According to Link, Cullen, Struening, Shrout, and Dohrenwend's (1989) modified labeling theory, labeling or stigma may either induce a state of vulnerability that increases the likelihood of a person experiencing repeated episodes of a disorder; or, labeling and stigma may be the cause of negative outcomes (e.g., withdrawn behaviors, shame/secrecy) that place mentally ill persons at risk for recurrence or prolongation of disorders that emanated from other causes. In a study examining the association between mental health stigma and depressive symptoms in a sample of adolescents, Moses (2009b) describes two forms of stigma, societal devaluation (or public stigma) and self-stigma, and both were associated with higher levels of depressive symptoms. Interestingly, findings from the Moses study also reflected those youths' perceptions that their network members (including family and friends) would not stigmatize them for having an emotional/behavioral disorder. Rather, they felt their peers would tease them about using mental health services, and shame was accorded to receipt of formal mental health treatment (Moses, 2009b) . It is unclear from this study whether these findings differed based on ethnic identity.
Social Support and Depression
Social support has received considerable attention in the adolescent literature as a main and interactive effect on adolescent responses to stressors (Zimmerman et al., 2000) . As a main effect, research findings among African American adolescents have indicate that higher levels of social support predict lower levels of depressive symptoms for this group (Gaylord-Harden, Ragsdale, Mandara, Richards, & Petersen, 2007; Johnson & Kliewer, 1999; Zimmerman et al., 2000) . Research on the interactive effects of social support suggests that this construct may interact with other factors, for example, stress, to buffer or moderate the deleterious effects of stress on an outcome such as depression (Cohen, 1988; Cohen & Willis, 1985) . For example, in the presence of stress, individuals who have a high level of social support might be protected from experiencing a related negative reaction to the stressor. Consistent with this proposition, Zimmerman et al. (2000) examined the "stressbuffering" effects of social support on depressive symptoms among African American adolescent boys. They found that parental support had a buffering effect on stressful events for predicting depressive symptoms cross-sectionally; however, depressive symptoms did not activate more parental support for African American adolescent boys over time (Zimmerman et al., 2000) .
While the study by Zimmerman et al. (2000) offers support for the stressbuffering effect of social support, findings on the interactive effect of social support among adolescent samples have been mixed. For example, McCarty et al. (2006) found a direct effect of social support on depressive symptoms but did not find support for a moderating influence of social support by gender among a sample of delinquent youth. In a study examining dating violence victimization and depression among African American and Caucasian adolescents, Holt and Espelage (2005) found a moderating effect of maternal social support on the association between victimization and anxiety/depression for African American males. Thus, the stress-buffering effect may only hold for certain types of behavior (e.g., internalizing behaviors), specific sources of support, and the type of problems evaluated (e.g., stress, victimization) (Zimmerman et al., 2000) .
Help-Seeking Pathways and the Influence of Social Networks
Concepts derived from the network-episode model (NEM) are well suited to exploring how African American adolescents' networks might influence their response to depression. The NEM suggests that help seeking is not an isolated, rational action; rather, it is a process involving influence from individuals in one's social network: family members, friends, and close acquaintances (Pescosolido, 1991; Pescosolido & Boyer, 1999; Pescosolido, Gardner, & Lubell, 1998) . As social beings, individuals who experience psychiatric illness may have people in their lives that confirm the presence of a problem and help them to negotiate a resolution. This may include identifying or providing emotional support, reminding them of appointments, offering transportation, or ensuring that they adhere to appropriate aftercare. Social network members might also transmit stigma and negative messages about formal services, thereby influencing both an individual's mental health symptoms and their help-seeking behaviors. Examining the social processes within an adolescent's social network will help clarify the mechanisms that underlie their problem identification, symptom expression, and help-seeking behaviors. Previous studies have failed to account for the unique cultural and contextual influences on help seeking among ethnic minority youth, including African American adolescents (Cauce et al., 2002) . Understanding these social network influences may provide insight into why contingencies such as age, race, and gender do not fully explain what precipitates their psychological needs and help-seeking behaviors.
Current Study
The extant literature on mental health stigma, social support, and depressive symptoms among African American adolescents is limited. Given the elevated risk for untreated depression among African American adolescents (Wu et al., 1999) , the higher risk for suicide among African American adolescent males (Joe, 2006) and the strong relationship between depression and suicide risk (Weissman et al., 1999) , a focus on depressive symptom expression and its underlying factors may be particularly salient to early identification of mental health need for this group. Thus, the purposes of this study were to (1) examine the ability of mental health stigma and perceived social support to predict depressive symptoms among urban African American adolescent boys and (2) explore the social network influences on initial problem recognition and eventual help-seeking attitudes/behaviors among adolescents who exhibited elevated depressive symptom levels. Although this study relied on a small convenience sample, it is one of a limited number of studies directly examining the help-seeking behaviors of depressed, African American adolescent boys. Given the disproportionate underutilization of mental health services for depression among African American adolescents and its cost to society (USDHHS, 2001) , it is of interest to clarify how social and familial factors influence their depressive symptoms and help-seeking behaviors.
Based on extant literature, we expected to find direct effects for mental health stigma and social support on depressive symptoms for this sample. We also expected to find support for the buffering effect of social support on the relationship between mental health stigma and depressive symptoms. Furthermore, through a qualitative exploration of perceptions of social network influences among African American adolescents with higher levels of depressive symptoms, we expected a greater understanding of the processes and mechanisms by which symptoms were initially identified and the subsequent influence of social support on help-seeking behaviors.
Method

Study Design
The current study applied mixed-methods research, in particular a triangulation design, to address the research aims. Specifically, a variant of the triangulation design, validating quantitative data model, was employed whereby quantitative and qualitative data were concurrently collected to best understand the substantive area (Creswell & Plano-Clark, 2007) . Thus, quantitative methods were used to identify factors associated with depressive symptoms and helpseeking behavior, while qualitative methods were used to document critical processes and mechanisms through which adolescents understand and respond to the phenomenon of depression. The aim of the qualitative interviews was to describe rather than verify phenomena. In particular, the investigators sought thick description via the use of qualitative interviews to gain understanding of the unique features of support, as well as content about depressive symptom recognition and subsequent behavioral responses by participants, including their interactions with social networks when experiencing depressive symptoms.
Description of Setting
Participants were recruited from mental health treatment and community-based (nontreatment) settings, including (1) two outpatient community mental health centers, (2) a psychotherapist in private practice, and (3) three communitybased programs for high-risk youth (i.e., a truancy abatement program, violence prevention program, and a homeless shelter for teenagers) in a large Northeastern city. These programs were chosen as sample sources because (1) the youths served in these settings were predominantly African American, (2) they met age requirements for inclusion in this study, and (3) many of the clients served in each of the treatment/nontreatment settings were identified as being at risk for depression based on their residence in poor, highly stressed communities, multiple family disruptions, and other associated stressors. This study received institutional review board approval (April 2001). Depending on the setting, therapists or program staff identified potential participants according to established criteria on age, ethnicity, and gender. Informed consent of the parent/guardian and child assent was secured prior to initiating any data collection procedures. Once consented/assented, participants were then administered a survey that included the Centers for Epidemiologic Studies Depression Scale (CES-D; Radloff, 1977) as an indicator of depressive symptoms. Additional survey items assessed mental health stigma, social support, and demographic characteristics. Eighteen of the 69 participants (i.e., 10 who were in treatment and 8 who were not in treatment) had elevated depressive symptoms (scores of 16 and above) based on the CES-D measure and agreed to participate in the qualitative interview. More information on the CES-D measure is described in the measures section below.
Data Collection
Data were collected from participants in one interview session, which lasted 45 to 60 minutes (i.e., the quantitative study, which included the CES-D measure and the other survey items) or up to 90 minutes for those participating in quantitative and qualitative studies. Interviews were conducted in private rooms located within the mental health centers, community-based organizations, or homes of participants. Participants received a $25 gift certificate for participating in the quantitative study and a $35 gift certificate for participating in the quantitative and qualitative studies.
Quantitative Measures
Mental health stigma. The Attitudes Toward Seeking Professional Help Scale (Fischer & Turner, 1970 ) assessed respondent's personal attitudes about seeking professional help. In particular, the construct was operationalized via the measure stigma tolerance, the extent to which participants might be concerned about what others might think if he visited a mental health professional for treatment. The original measure contains 29 items that represent four subscales: in addition to stigma tolerance, recognition of need for psychotherapeutic help, interpersonal openness, and confidence in mental health practitioner. Given its relevance to the original study aims, only the stigma tolerance subscale (5 items) was administered to participants. Study participants rated on a 4-point Likert-type scale, ranging from 1 (strongly disagree) to 4 (strongly agree). Scores ranged between 0 and 30: Lower scores indicated sensitivity to what others would think if he visited a mental health professional for treatment; higher scores represented less concern about what others might think (Fischer & Turner, 1970) . Based on reliability statistics, one item from the stigma tolerance subscale was removed from the final scale used in final analyses (Item: "Had I received treatment from a therapist/counselor, I would not feel it should be 'covered up.'"). The internal reliability estimate for the stigma tolerance subscale was .65.
Social support. The Social Support Scale (Friedman, Koeske, Silvestre, Korr, & Sites, 2006 ) assessed the amount of perceived availability of emotional and practical support from individuals comprising the participant's social network (e.g., mother, father, brothers, friends, teachers, etc.). Participants rated on a 5-point Likert-type scale, ranging from 1 (not at all) to 5 (a great deal), each network member relative to the amount of support they received. If a respondent did not perceive the availability of support from the indicated network member, "not applicable" may be selected. Ratings, summed for each network member across both emotional and practical support, yielded a final total support score. The internal reliability estimate for this sample was .90.
Depressive symptoms. The CES-D is a 20-item scale that assessed depressive symptoms among adolescents in the study. Participants were asked to indicate on a 4-point scale (ranging from 0 = less than once a day to 3 = most or all the time) how often during the past week they felt depressed, lonely, sad, unusually bothered by things, or could not get going; higher total scores indicate more depressive symptoms. Total scores on the CES-D have a range of 0 to 60. The internal reliability estimate obtained for African American adolescents in past studies ranged from .64 to .89 (Garrison, Addy, Jackson, 1991; Hawkins et al., 1998; Roberts & Sobhan, 1992) . Although several of these studies have used different cutoff points (i.e., 12, 16, or 22) as indicators of being at risk for later development of clinical depression, a cutoff point of 16 was used as a risk indicator and an inclusion criteria for the qualitative interviews in this study. Prevalence of depressive symptoms using CES-D caseness criteria of 16 or greater is in the range of 45% to 55% (Roberts et al., 1997) . Twenty-six percent of this sample scored 16 or better on the CES-D. The internal reliability estimate was .84 for this sample.
Demographics. To explicate a profile of the background and family characteristics of participants in the study, demographic information was collected from each participant, including age, current living arrangements and family structure, parent/caregiver level of education, frequency of religious service attendance, and social network size. Examples of questions included the following: Are you currently living with your biological family? Who are your primary caregivers? Who are the people in your life right now who you feel you can depend on for help if you need it? How often do you attend religious services?
Qualitative Interview Procedures
Open-ended questions based on the NEM (Pescosolido, 1991) constituted the qualitative interview. In particular, questions pertaining to the NEM concept network content ass essed the degree of support from network members, as well as members' attitudes and beliefs toward mental illness and mental health treatment. In addition to network content, questions were also derived from the literature on help-seeking behaviors among adolescents (i.e., helpseeking pathways when dealing with emotional/psychological problems), as well as the literature on mental health service utilization among African Americans. (See Table 1 for examples of the questions and follow-up probes used in the protocol.) The first author and a trained research assistant conducted the interviews. Participants were encouraged to talk at length about their helpseeking behaviors in relation to their depressive symptoms, with detailed accounts regarding the ways their network influenced their behaviors. They were also asked how they conceptualized and defined mental health and associated depressive symptoms (described in the protocol as "feeling sad or hurt inside").
Analytic Strategies
Quantitative Data Analysis. The quantitative component involved univariate and multivariate analyses. First, univariate analyses were performed to provide a demographic background for the sample, including a description of their social network characteristics. Second, hierarchical regression analyses were performed to determine (1) the degree to which predictor variables (i.e., age, network size, mental health stigma, and social support) were associated with depressive symptoms and (2) whether social support moderated the association between mental health stigma and depressive symptoms. The hierarchical regression analyses were performed in three steps. In Step 1, age and network size were entered. In Step 2, mental health stigma and social support were entered as predictors. Finally, in Step 3, an interaction term, mental health stigma × social support, was entered to determine the potential moderating influence of social support. In accordance with recommendations by Cohen, Cohen, West, and Aiken (2003) , the predictor variables (mental health stigma and social support) were centered to their respective means to adjust for multicollinearity. Regression analyses were conducted with the centered values of mental health stigma and social support. R 2 statistics across the three steps were evaluated to determine the degree to which predictors were associated with depression. A significant interaction was plotted following (Cohen et al., 2003) guidelines using a word processing application. The y-axis reflects predicted depression values for each group from the full regression equation including unstandardized beta weights and the constant (see Figure 1 ). Analyses were conducted using SPSS version 16.0. Qualitative Data Analysis. Qualitative interviews were tape recorded, transcribed, and analyzed using inductive coding techniques (Miles & Huberman, 1994) . Three readers, including the first author and two research assistants, independently reviewed and coded transcripts to identify patterns and themes emerging from the data. After review and designation of codes, the readers convened consensus sessions to determine the categories and subcategories of themes and to establish interrater reliability. Through an iterative process involving all reviewers, the research team developed a final coding matrix. The final coding matrix denoting the category and subcategory of themes provided a definition clarifying the meaning for each category and subcategory and identified corresponding sample quotes that best captured the theme.
Results
Descriptive Analyses
Participants in this study had an average age of 15.3 years (SD = 1.25). Eightyfive percent (n = 59) of the participants were living with their biological family at the time of the interview. Fifty-five percent (n = 38) were being reared in mothers-only families, while 29% (n = 20) lived with both their mothers and fathers. The participants, on average, lived with 3 to 4 siblings. The mean CES-D score for the sample was 12.01 (SD = 8.38), and scores ranged from 0 to 45. See Table 2 for overall sample characteristics.
Multivariate Regression Analyses Predicting Depressive Symptoms
Hierarchical regression analyses were performed to determine the unique associations with depressive symptoms among the study variables. In
Step 1, age (B = 1.28, p > .05) and network size (B = .028, p > .05) were not significant predictors of depressive symptoms. In Step 2, both mental health stigma (B = -1.07, p < .05) and social support (B = -1.99, p < .05) were significant negative predictors of depressive symptoms, accounting for 22% of the variance. In the final step, the interaction term, mental health stigma × social support (B = .789, p < .01), was a significant positive predictor of depressive symptoms, accounting for 35% of the variance; an increase of 12% from the variance explained in Step 2. See Table 3 for full results.
Qualitative Results
Questions and probes in the qualitative interview assessed social network influences on help-seeking behaviors among participants with elevated depressive symptoms (i.e., scores of 16 or more on the CES-D). Qualitative findings illustrated the behaviors engaged in when initially experiencing depressive symptoms, how family members recognize/identify depressive symptoms, and turning to family members as a first option for help.
Initial Behavioral Responses to Depressive Symptoms
Eleven of the 18 participants shared that they initially spent time alone when dealing with depressive symptoms. One participant noted: "I just stay in my room and lock the door. That's it . . . I don't want to be bothered." While in isolation, participants might engage in reading, listening to music, playing video games, or watching television to help ease the pain. These leisure activities might also temporarily serve as a distraction from ruminating about problems. Time alone might additionally provide the opportunity to "self-reflect," a behavioral response reported by 6 of the 18 participants. As one adolescent male noted, "I try to go within myself so I pretty much get the answers. It's like a self-conscious." On the other hand, depressive symptoms might conjure up negative feelings regarding the emotional pain, which then, as reported by 7 out of 18 participants, precipitates anger as a coping response. As noted by one participant, "I might take my anger [about being depressed] out on others because I want them to hurt like I do."
Family Members First to Recognize/Identify Depressive Symptoms
The majority of participants (12 out 
Help Seeking: Go to Family Members First
In terms of help-seeking behaviors, the majority of participants (11 out of 18) discussed turning first to family members for help with depressive symptoms and felt comfortable with taking their problems to family members before going to "outsiders" (i.e., mental health professionals). Most often mothers played a particularly prominent role among participants who indicated that their mothers would have the "best" perspective regarding their well-being and would provide useful feedback on what they might do to resolve the problem. The following quote captures the theme that family members are the best source and first resort for help when dealing with depressive symptoms:
My first resort [when dealing with a depressive symptom] would be to go to my family . . . you really don't want to skip over them because they really have a good input on you and they really look at you everyday and know a lot of things about you so they could also help you.
Distrusting of Mental Health Professionals and Peer Networks
Participants were likely to experience the combined effects of family support and lack of trust in professional providers. In particular, they shared their negative perceptions of mental health professionals-perceptions that were often transmitted to them by their family members. Participants questioned the authenticity and genuineness of mental health professionals and indicated that professionals would not be able to break down perceptual barriers associated with accessing treatment-barriers family members would more easily penetrate:
They [MH professionals] can't-I mean they don't really know you until you actually spread yourself out to them. . . . Like something to break the ice because everybody has defensive mechanisms. They have to defeat them first to get to know the problem. And when it's someone you know like your family sometimes you may put up defensive mechanisms against them, but also they know your tendencies well. That's why they're there helping you.
Eight out of the 18 participants associated the use of formal mental health treatment for depression with feeling "shame." For participants in this study, having depressive symptoms meant that friends would generally not be as supportive as family members. Even expressing an emotion such as "crying" is seen as a sign of weakness among friend networks. Crying as a result of some emotional pain might precipitate feelings of vulnerability and weakness, and these feelings might be conveyed to the peer referent group. If conveyed to the peer referent group, the potential for antagonism increases by peers due to the expression of emotional pain. Thus, peer influence can play a huge role as the one experiencing depressive symptoms engages in risk-aversive behaviors (i.e., keep one's feelings to oneself, handle problems on your own without assistance) and therefore attempts to save face by masking his symptoms under the guise of being tough and strong among peers.
Discussion
Overall, findings indicate that mental health stigma and social support both influence depressive symptoms among African American adolescent boys, albeit in different ways. Both constructs also seem to have some influence on eventual help-seeking behaviors. In particular, our quantitative findings support a main and potential moderating effect of social support on the relationship between mental health stigma and depressive symptoms. As a main effect, social support was negatively associated with depressive symptoms. This finding is consistent with previous literature suggesting the positive influence of social support on depressive symptoms (Gaylord-Harden et al., 2007; Hall, Cassidy, & Stevenson, 2008; Zimmerman et al., 2000) . Interestingly, in the Hall et al. (2008) study, this main effect was only found for girls. As an interactive effect, regression coefficients indicated that the negative relationship between mental health stigma and depressive symptoms increased with every increase in level of social support. Thus, the existing negative relationship between mental health stigma (i.e., having tolerant attitudes about professional mental health treatment) and lower depressive symptoms was enhanced by the presence of social support, suggesting the potential buffering effect of this construct. Given the exclusive gender focus of this study, findings reflect that social support among African American boys may play an important role in lowering depressive symptoms, particularly when these youth face stigma regarding mental illness and service use.
Qualitative findings in this study helped elucidate the quantitative findings and provide a context for the observed pattern of relationships. In particular, participants reported that their network members were able to "see through" or discern their depressive symptoms. Family members, in particular, were a first source for help. Consistent with this proposition, Scott and Davis (2006) noted that African American males "are particularly averse to sharing personal vulnerabilities" outside of their family members (p. 732). They further note that help seeking for African American males is bounded within contextual stressors and that these larger systemic stressors (e.g., antagonism from security guards or the police, negative interactions with school personnel) influence their interactions with and unwillingness to connect with "professionals" (Scott & Davis, 2006) . Findings from this study suggest, at least partially, that participants felt it was safe to be vulnerable among family, if at all. Draucker (2005) noted a particular pattern among African Americans relative to Caucasians in a retrospective study of help-seeking behaviors among young adults who were first diagnosed with depressive disorders as adolescents. African Americans in the Draucker study reported heavy reliance upon their social networks. Mental health research has also consistently documented this reality for African Americans. For example, prior research highlights African Americans' reliance on family and informal help sources when experiencing emotional/psychological problems (Chatters, Taylor, & Neighbors, 1989; Snowden, 2001) , their stigma of mental health service use (McKay, Nudelman, McCadam, & Gonzales, 1996; Snowden, 2001) , and fear of being perceived negatively by friends and family (Hines-Martin, Brown-Piper, Kim, & Malone, 2003) . Based on findings in this study, similar help-seeking patterns and reliance upon the family for emotional/practice support seem to exist for African American adolescent boys.
Peers may be a particularly challenging peer referent group for African American adolescent boys with depressive symptoms. Extant research on African American males' psychological response to distress and illness also suggests that their display of vulnerability is, in fact, considered weakness among their male counterparts (Majors & Billson, 1992; Rasheed & Rasheed, 1999) . In this study, not only were friends generally viewed as unsupportive, but for the adolescent boys in this sample, it was also important that they did not exude or display any depressive symptoms among their male friends. For example, asking for help to deal with depressive symptoms was viewed as weak, and shame was accorded to seeking or using professional mental health services to address symptoms. Consistent with previous research on gender and help-seeking behaviors (Chandra & Minkovitz, 2005; Scott et al., 2007) , our findings suggest that boys may be negatively influenced by peer perceptions of mental illness and help seeking.
Linking Qualitative and Quantitative Findings
Similar to previous studies regarding social network influences on help seeking and mental illness (Pescosolido & Boyer, 1999; Pescosolido, Garner, & Lubell, 1998; Pescosolido, Wright, Alegria, & Vera, 1998) , quantitative and qualitative findings indicate that networks play a particularly important role regarding stigma associated with depressive symptoms and eventual helpseeking behaviors. In particular, quantitative findings suggested that social networks may buffer potential negative perceptions associated with depressive symptoms. The qualitative findings provided further details regarding what was learned quantitatively by revealing the ways in which both families and friends induced, transmitted, and endorsed stigmas regarding help seeking for depressive symptoms or how one might respond to symptoms. Stigma is a powerful influence and is based on both actual and perceived experiences, which may be largely based on experiences depressed, African American adolescents boys have within their social network. Family members and peers, however, differentially influence help-seeking behaviors related to depression. Family members were the first point of contact for depressive symptoms, offering support for depressive symptoms, whereas peers incited both negative feelings about symptoms and a reluctance to ask for or seek help. Professionals were similarly viewed with skepticism.
Limitations
Confirmatory and comparative analyses from the perspective of actual network members would have been desirable, but limitations of time and funding restricted this study to the adolescents' perceptions of their depressive symptoms, perceived mental health stigma and social network support, and social network influences on help-seeking behaviors. For example, if the investigators had data from parents and peers, further triangulation and verification of the data could have been done. Sample size was expected to be restricted because of the small number of African American adolescent boys who were participants in the community-based programs that provided participants for the study. Thus, this expected small sample size contributed to the decision to use mixed methods that would yield more robust data than would be derived from one method alone (Fielding & Fielding, 1985) . An interview procedure was chosen as the data collection strategy because personal contact enhanced the comfort level and facilitated the cooperation of the adolescents who participated in the study. A limitation, however, of this strategy is that participants may have provided socially desirable responses to the survey items and openended questions.
Our measurement of mental stigma was based on measure previously developed for adult mental health services research (Fischer & Turner, 1970) and may not be generalizable to the unique experiences of African American adolescent boys. What the measure lacked in cultural and developmental sensitivity, the qualitative study, as part of the mixed-methods design, attempted to augment important gaps in the measurement of stigma. Additionally, rese archers have differentiated public versus self-stigma in studies examining this construct (Corrigan & Watson, 2002; Moses, 2009b) . For this study, however, we were only able to assess public stigma, that is, stigma tolerance. A more robust measurement of stigma among the participants in this study would provide a richer understanding about which forms of stigma are more influential in both depressive symptom expression and help-seeking behaviors.
The CES-D, as a measure of depressive symptoms, is not equivalent to a clinical diagnosis of depression. A study of ethnic minority adolescents, however, found the CES-D to be predictive of later diagnosis of a depressive disorder, including major depressive disorder (MDD) or dysthymic disorder (DD); the positive predictive value of MDD based on CES-D cutoff scores of 16 was 17%, 13% for DD, and 15% for having both MDD and DD (Prescott et al., 1998) . Other studies, which included African American adolescent participants, similarly indicate the predictive ability of the CES-D regarding later diagnosis of MDD or DD among adolescents (Garrison et al., 1991; Roberts, Lewinsohn, & Seeley, 1991) . Thus, the depressive symptoms described by participants in this sample may be more consistent with apparent moodiness and not clinically diagnosed depression for which treatment might be required. Given the success of the CES-D in predicting later clinical diagnosis of depression among adolescents, however, this measure may be best suited as an initial screen to confirm the need for more intensive follow-up to confirm a clinical diagnosis of depression. Confirmation of a depressive disorder was not the purpose of this study. Therefore, our findings may be limited to African American youth who exhibit early signs and symptoms of depression and not actual clinical depression.
Finally, given the cross-sectional nature of the data collected, we were not able to determine causality among the study variables. Future research is warranted to examine the influence of mental health stigma and social support on depressive symptoms and help-seeking behaviors longitudinally to determine the true effect of these constructs for this population.
Implications for Research and Practice
Given the findings of this study, future investigations regarding the design of engagement strategies with the families of African American adolescent boys might improve depression symptom identification, stigma reduction, and formal care seeking for this population. In particular, our findings suggest that mental health practitioners should make concerted efforts to increase their connections to the family social support system of African American adolescent boys with depression to remediate symptoms and enhance the help-seeking behaviors of this group. Moreover, agencies might increase opportunities for families to be involved in the treatment process by providing services at convenient hours or offering other supportive services such as child care and transportation.
Future research should examine the efficacy of antistigma mental illness interventions to help foster a more supportive peer environment for African American adolescent boys with depression. Because of their close proximity to youth, school-based mental health practitioners have a unique opportunity to engage adolescents in the development of schoolwide antistigma campaigns to encourage sensitivity to the mental health challenges faced by students and to educate students and school personnel (e.g., teachers, administrators) about the signs and symptoms of mental health problems such as depression. To develop such campaigns, practitioners might pay particular attention to the rich narratives provided by participants in this study regarding their perceptions of mental illness, services, and providers.
Finally, when treating a population such as African American boys with depression, it might be especially important for providers to display an openness and willingness to explore perceptual barriers held by this group concerning depression and formal service use. Having an honest conversation about the perceptual barriers that have the potential to negatively influence therapeutic engagement and alliance (e.g., issues related to race/ethnic match with therapist; mental health stigma) demonstrates the provider's sincerity and promotes an interaction based on trust. Given this study's findings regarding the positive effects of family support, practitioners might also (1) explore the adolescent and caregiver's convergence regarding perception of depressive symptoms and (2) identify cultural/gender-specific preferences and potential barriers to help seeking and formal service use.
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